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in advanced airway management has also been found to be more effective in improving psychomotor skills than a lecture-demonstration-practical approach (Stoy el al., 1992). Another study found that paramedics trained in endotra-cheal intubation using only mannequins were as successful in field intubations of adults as were those whose training included experience with human subjects (Stratton et al., 1991).
For providers in all settings, opportunities are needed to practice skills such as CPR. Simple reviews of motor skills can make some contribution. Even more valuable are periodic exercises that simulate pediatric emergencies of various types; such exercises can test the ability of teams of providers to perform specific procedures and to respond appropriately to all aspects of a case. With infant and child mannequins, trainers can even include a certain level of "hands-on" practice for various procedures. Computer-based training systems are another resource for reviewing infrequently encountered pediatric scenarios. The declining cost of personal computers makes it increasingly feasible for EMS agencies and hospitals to provide permanent access to training that was previously available only through instructor-led courses. Optimal intervals for periodic retraining should be investigated.
Providing Incentives for Education and Training
Many health care providers have eagerly sought additional training in pediatric emergency care as it has become available. The committee concludes, however, that relying on voluntary responses to ensure that adequate levels of training in pediatric emergency care are achieved across the country will not be prudent. Various incentives and regulations can and should be applied to help ensure that individual providers obtain needed training. Such steps will also be needed to influence the "behavior" of hospitals, EMS agencies, ambulance services, and various other public and private organizations (e.g., community centers or health maintenance organizations) to ensure that they facilitate the development of EMS-C capabilities of the organization and staff.
Financial incentives are often very effective in promoting a preferred course of action. For example, reducing malpractice premiums upon completion of EMS-C training is likely to appeal to individuals as well as institutions. Another approach might be for the fecleral government to establish EMS-C training requirements as a condition for receiving initial or continuation funds from demonstration or block grant programs. Linking reimbursement levels from Medicaid or other sources to specific training requirements might also be possible.
A "regulatory" approach might be used as well. Specifications for EMS-C training might be incorporated in state and local requirements foroduced better knowledge retention (over a two-month period) among paramedics than lecture- or video-based instruction (Porter, 1991). IVD instructiono quality assurance or educational programs might be practical, however.ms noted above. In particular, it will do less to ease the problems of keeping "local" curricula and materials currentnearbydetermined through questions based on instruments developed by the RAND Corporation's Health Insurance Experiment (citing Eisen et al., 1980).
